Abstract
Introduction
Aneurysm is defined as dilation of localized segment of an arterial system. They can either be true aneurysm, containing all the three layers of arterial wall in aneurysm sac or false aneurysm, having a single layer of fibrous tissue as the wall of sac. Communication between an artery and a vein may be either congenital or the result of trauma. 1 All arteriovenous fistulae have a structural and physiological effect. The structural effect of arterial blood flow on the vein is characteristic; they become dilated, tortuous and thick walled (arterialized). The physiological effect, if the fistula is big enough, is an increase in cardiac output.
With increasing social unrest and violence pseudoaneurysm associated with arteriovenous fistulae are becoming common, yet many of these go unrecognized and diagnosed at late stages with complications. A pulsatile swelling with thrill and bruit is usually present if the lesion is superficial. Pressure on the artery, proximal to the fistula reduces the swelling and the thrill and bruit cease. 
Case Report
Mr. Md. Nasir Miah, (Fig. 1 ) a 36 year old businessman hailing from Raghurampur, Jessore got admitted in Khulna C.T. Clinic, a private clinic in Khulna City on 11.08.14 with a giant pulsatile swelling over the upper and medial aspect of left thigh developed 2 days after stab injury on the supero-lateral part of thigh. The swelling gradually increased in size in following 4 months and he had pain over the thigh. He had leg cramp during walking. There was thrill and machinery murmur over the swelling. There is a scar on supero lateral part of thigh. His baseline hematological, biochemical investigation was all within normal limit. Chest XRay, ECG were normal. Doppler ultrasound revealed the mass as a pseudo aneurysm of left femoral artery. With the clinical impression of arteriovenous fistula and on duplex report of pseudo aneurysm the patient was operated. Under spinal anesthesia, good antiseptic skin preparation and all aseptic precaution with systemic heparinization through vertical incision the mass was explored (Fig 2) . At first proximal control of left femoral artery was taken. Then isolation, separation of the mass was done medially, laterally and inferiorly. The blackish mass in adductor magnus at its lower part lined by false capsule was incised. One full medium kidney tray amount of thrombus (Fig. 3) was drained. Lastly fresh arterial blood was found to come from lower part of the cavity. The distal femoral artery and vein were clearly isolated and controlled by bull dog clamp, 2 cm long abnormal fistulous segment of artery was resected and end to end anastomosis was done after distal and proximal flash injection of heparin solution and ensuring patency and free flow of blood using 5/0 prolene. The small opening in femoral vein was repaired by continuous 5/0 prolene suture. Good distal popliteal and arteria dorsalis pedis pulsation were found. The wound was closed keeping negative suction drain (Fig. 4) . Post operatively the leg was elevated, cotton padded crepe bandage applied over the limb.
On 1st POD, a single rise of temperature upto 1020F occurred which soon became normal. lnj.Cefepime, clindamycin, metronidazole were used. On 2nd POD patient was ambulated, ecosprin 75mg daily orally was given for one month. Post operative period was quite normal and till date for 1 year period the patient is normal.
Discussion
In Khulna, Bangladesh due to limitation of facility of diagnosis and management of vascular disorders, proper treatment of the patient is delayed. Delayed diagnosis is also secondary to the poverty of the patient. As reported by others a pseudo aneurysm associated with arteriovenous fistula should be suspected when a penetrating injury next to major artery, profuse bleeding, expanding hematoma, signs of peripheral ischemia, shock with the need for blood transfusion and obvious sign of vascular lesion are present. All these signs were present in the patient and it is unlikely that the diagnosis would have been missed if they were seen in vascular clinic. [3] [4] Complications like rupture, infection and ischemia and thromboembolism might be life threatening. To avoid these, surgery should be done without delay.
Surgical treatment is indicated in patient with acute arteriovenous fistula with acute bleeding, cardiac decompensation, pulse deficit, acute ischemia, with chronic arteriovenous fistula where lesion or anatomy is unsuitable for endovascular repair. Open surgical repair of extremity arteriovenous fistula is accomplished by isolating the vessels and repairing the defect primarily or with an appropriate autogenous patch or interposition graft.
The pathogenesis of arteriovenous fistula is not fully disclosed. Marks et al suggest that rupture of vasavasorum of artery and vein in trauma region, with subsequent formation of hematoma lead to the development of endothelial bud that proliferate and create vascular channels connecting both systems originating arteriovenous fistula. [5] [6] [7] After sometime the organization of hematoma creates a capsule wall constituted of fibrotic tissue and reabsorption of clots in its interior leads to the formation of a lumen generating pseudo aneurysm as described by Moran et al who mentioned a laceration mechanism of artery and vein leading to formation of arteriovenous fistula. 8, 9 The choice of surgical treatment of the lesion in this case was justified due to the risk of bleeding. 10 In this case, complete dissection, separation, isolation and radical excision followed by successful revascularization was done. The surgical procedure took place without any complication. Per cutaneous intervention like stent grafting or embolization etc. are cumbersome in this case due to the anatomic proximity of the lesion to femoral artery bifurcation. Inspite of multifactorial limitations, limb saving and sometimes life saving routine and emergency vascular operations are now done in Khulna.
